Fatigue syndromes, though recognised for some time, have recently attracted a variety of new diagnostic labels, as well as both professional and media controversy. However, most of the arguments surround the interpretation of small hospital based case-control studies using highly selected groups of patients.' There is relative silence on population based studies, which perhaps contributes to the lack of concensus. This paper reviews the epidemiology of fatigue in the general population and in primary care and examines potential sources of bias in hospital based studies.
linguistic heritage should also be considered when attempting to explain population differences.
Two particular areas need further exploration. First, although we shall later support a dimensional view of fatigue, it is probable that it is multidimensional. Fatigue has emotional, behavioural, and cognitive components, whose relationship remains unexplored. ' Also unexplored are the concepts of fatigue (a subjective sensation) and fatigability (onset of symptoms after exertion), which have both different meanings and pathophysiology. Thus we repeat an earlier plea for more precise information on the phenomenology of fatigue.9
Fatigue: defmition and assessment After the Great War, an Industrial Fatigue Board was formed, in part to search for the holy grail of an objective test for fatigue. It reported in strong terms,2 demanding "that the term fatigue be absolutely banished from precise scientific discussion, and consequently that attempts to obtain a fatigue test be abandoned". Similar disillusionment since34 was largely due to a realisation that fatigue was a subjective experience that could not be measured by objective methods.
There with factors outside conventional diagnostic systems-for example lack of exercise.'4 22 29-31 Most studies of chronic fatigue assume that these and other associations of fatigue are independent. However, this may not be so. Returning to the recent revival of interest in the relationship of chronic fatigue to previous infections, few studies consider the possibility of interactions. Longtitudinal studies of postinfectious fatigue find that premorbid psychological symptoms are associated with an increased risk of subsequent fatiguability.3234 This has led to suggestions that premorbid psychiatric disorder35 36 and/or personality traits37 predispose to CFS. Postexposure variables, including coping strategies, illness beliefs, and subsequent treatment, also influence the risk of chronic fatigue states. 38 Such work supports the utility of a multifactorial aetiology for fatigue states. The combined effects of physical, psychological, and behavioural influences may provide a more convincing model for chronic fatigue states than those implying single agents will cause single diseases.
Fatigue and primary care
In the first systematic United Kingdom study of psychiatric illness in general practice,39 160) of males and 240)) of females admitted to rising in the morning feeling tired and exhausted. In the USA, 24>) of those attending a primary care clinic regarded fatigue as a major problem, with a mean duration of 3 3 years40 (table II) . Fatigue is not just a frequent complaint in primary care (table  II) : it is also an important public health problem, as it is associated with disability comparable to that found in chronic medical patients.40 41 How is fatigue related to the decision to consult a doctor? One approach to answering this question is to compare the prevalence of fatigue in primary care attenders and in the community. Only one study has used a similar case definition in the two settings. 42 The primary care attenders had a higher prevalence of fatigue, which was also both more severe and more distressing. However, it would be wrong to conclude that the onset of fatigue was a frequent reason for general practitioner consultation. The same study showed that fatigue and tiredness were usually chronic complaints, rather than short term discomforts, while Morrell reported that although fatigue was the second commonest symptom in a sample of females, it was an unusual reason for medical consultation.43 It is also clear that for most of these patients diagnoses other than fatigue are made-since although around 10 to 30,, of those attending primary care have significant fatigue lasting more than a few weeks, it is recorded as a "diagnosis" in only 1-2)", of primary care consultations. 24 4446 What diagnoses are made? Further investigation of chronic fatigue in primary care shows that history taking and physical examination are more useful than laboratory tests in the assessment of chronic fatigue (C R Cloninger, personal communication, and47), and the doctor is most likely to presume a psychosocial cause. A separate study found that detailed physical examination and laboratory testing contributed to the diagnosis in 8 5O, of chronically fatigued patients, while a psychiatric interview was instrumental in establishing a diagnosis in 73.5"0.48 The probability of a psychiatric diagnosis increases with both the duration of fatigue and the number of associated symptoms.49 50 However, it must be emphasised that psychiatric diagnoses, while important for treatment and prognosis, do not currently provide much evidence on the aetiology of the fatigue. Furthermore, in a study of 2225 attendances in primary care in the United Kingdom, although fatigue was five times more common in those with major depression than in those free of psychiatric disorder, it was neither a characteristic nor a discriminating symptom of mood disorder.5'
Thus epidemiological and clinical studies of persistent fatigue in primary care conclude that the symptom is common, usually associated with psychosocial variables, and that detailed physical investigation is rarely indicated. These conclusions are neither disputed nor controversial, yet there is a certain reluctance to accept their implications when considering hospital based studies of chronic fatigue.
Selection bias in hospital case-control studies Many hospital based studies have attempted to answer the current questions concerning CFS but have created more, rather than less, controversy. For example, studies using modern methods of psychiatric assessment generally confirm the findings of Allan in 1944,52 that the majority of hospital cases of CFS fulfil criteria for psychiatric illness,8 [53] [54] [55] [56] and that further physical investigation of those with chronic fatigue is rarely helpful.57 58 Alternatively, others have reported that the majority have immune dysfunction,59 persistent viral infection,60 a history of allergy,6' or a mixture of the three.62 63 The role of previous psychiatric disorder is similarly unclear: retrospective studies have reported rates to be substantially increased,53 56 We conclude that the approach of excluding people with physical and psychiatric conditions is first impractical, second premature, especially since the causes of many psychiatric disorders remain obscure, and finally at odds with the common epidemiological approach that assumes a multifactorial aetiology. Physical and psychiatric conditions may increase the risk of fatigue independently of each other and hence patients with both conditions may be more likely to complain of tiredness. There is now a growing realisation that attempting to tease out multifactorial aetiologies will not be aided by excluding the psychiatrically ill from samples of CFS, 77 78 though that group of patients with persistent fatigue who have neither recognisable physical illness nor psychiatric illness may also prove a valuable one to study in more detail. Pursuing the analogy with hypertension, where renal or endocrine causes do occur, discrete causes of CFS will continue to be discovered, but these must be seen in the overall context of the epidemiology of chronic fatigue, which will probably have a multifactorial aetiology. A hospital clinic may be an appropriate setting for studies of unusual causes of hypertension, but would give a misleading impression of the epidemiology and public health importance of elevated blood pressure-similar dangers attach to the current reliance on selected studies of CFS.
Conclusions
In the Washington Heights survey,79 doctors and patients were found to regard different symptoms with differing degrees of concern. "Feeling weak all over for much of the time" was regarded as "very serious" by only 6% of psychiatrists and 9% of physicians, making it one of the least important of 43 listed symptoms. In contrast, the non-professional samples regarded the same symptom as one of the most important of those listed.
Such opposite reactions between patients and professionals may account for some of the dissatisfaction that results from the encounters between patients with chronic fatigue and their doctors, and is so tellingly detailed in the many accounts by sufferers. It may also explain why the epidemiology of this important source of morbidity has been so neglected. The lack of systematic data and the unanswered questions illustrated in this article should be a reminder for physicians and epidemiologists to study morbidity as well as mortality. Fatigue does not kill but it is common, disabling, and is regarded as a serious symptom by our patients, who may be victims of a variant of Tudor Hart's inverse care law80-an inverse interest law-that the commoner a condition the less the professional interest. Perhaps the current prominence of"ME" and the 
